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Introduction
Microbial aortitis is a rare entity. It involves the
infection of normal or arteriosclerotic vessels resulting
from bacteraemia. This process may result in vessel
rupture or pseudo-aneurysm formation.
In this report, we describe a rare case of microbial
aortitis from Streptococcus pneumoniae. This resulted in
the rupture of the infra-renal aorta.
Case Report
A 47-year-old Caucasian female presented to our
Accident and Emergency Department with a two
month history of lower back pain radiating to the left
groin. Three weeks prior to presentation her abdomi-
nal pain intensified and she noticed progressive left
leg weakness. Her attendance was precipitated by a
marked increase in the intensity of her pain.
On clinical examination her temperature was
38.1 8C and her pulse rate 120 beats per minute.
There was a firm tender mass in the left iliac fossa.
Neurological examination revealed some quadriceps
weakness (grade 3/5) and paraesthesia in the distri-
bution of the femoral nerve.
At that time the following investigations were
undertaken: white cell count 30.8, haemoglobin 7.3,
C reactive protein (CRP) 292. All biochemical indices
were normal.
An abdominal plain film showed signs of retro-
peritoneal pathology (Fig. 1). The CT scan displayed a
large pseudo-aneurysm arising from the posterior
aspect of the infra-renal aorta (Fig. 2). A large
haematoma extended into the left iliac fossa and
contained layered thrombus.
At emergency laparotomy, a contained rupture of
the posterior infra-renal aorta was confirmed. The
posterior wall of the aorta was completely destroyed.
The retroperitoneal tissue was inflamed and para-
aortic lymph nodes on the anterior aortic wall were
enlarged. These were resected and sent for histological
and microbiological analysis. A foul odour was
present.
The haematoma was partly evacuated and the
cavity debrided. The aorta was repaired using an in
situ bifurcated aorto-iliac 16 £ 8 cm Dacron graft.
Histological examination of the para-aortic nodes
showed reactive changes and the resected aortic wall
showed evidence of atherosclerosis and inflammation.
Initial microscopy revealed gram positive cocci and
subsequent cultures of the aortic wall and atheroma
grew Streptococcus pneumoniae.
The recommended antimicrobial therapy was Cef-
triaxone and Metronidazole. Post-operatively the
patient was persistently hypertensive
(210/150 mmHg) treated with a Labetalol infusion.
She required prolonged ventilation postoperatively (5
days) as the result of a respiratory tract infection of
unproven bacteriology. An echocardiogram and
VDRL tests were normal.
The patient was discharged home on day 21 and
continued a 6 months course of antibiotics (Co
amoxiclav on the recommendation of the microbiolo-
gists). CRP measurements on days 0, 21 and 35 were
292, 68 and 9, respectively. At 9 months review the
patient was well.
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Discussion
Bacterial aortitis is a rare entity in the antibiotic era.
Large necropsy studies suggest an incidence of 0.3–
0.4%.1
The terms ‘aortitis’ and ‘mycotic aneurysm’
describe different processes. Sir William Osler first
coined the term ‘mycotic’ aneurysms in 1885.2 He
described the mushroom appearance of a mass of
thrombotic material in the orifices of multiple infected
aneurysms of the ascending aorta. The infection was
usually secondary to bacterial endocarditis. More
recently the term ‘mycotic aneurysm’ has been
expanded to include pre-existing aneurysms, which
have become secondarily infected as well as primary
aortitis. We have adhered to the original terminology.
Wilson et al. produced a classification in which the
term ‘mycotic aneurysm’ is reserved for vascular
lesions resulting from bacterial endocarditis as used
by Osler.3 An ‘infected aneurysm’ is described as an
established aneurysm secondarily infected.
Only 27 cases of pneumococcal aortitis have
previously been reported and of those only 14 were
Fig. 1. Plain abdominal radiograph. The left psoas shadow is
absent and there is obvious scoliosis in the lower thoracic/
lumbar region. Furthermore, the left colonic gas pattern
deviates to the right. These features all suggest a retro-
peritoneal pathology to the left of the vertebrae.
Fig. 2. CT scan images of abdomen and aorta, (a) is a section
at the level of the left renal artery. The latter is clearly seen
but there is a vague mass superficial to an intact aorta; (b) is
at the level of L2/L3. There is a large radio-dense lesion
within an area, which includes organised thrombus. The
aorta is not clearly visible in this section; (c) is an early
contrast phase image through a more cranial level than 2(b).
This image clearly displays the aortic wall perimeter. There is
a rupture of the posterior wall.
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confirmed on tissue diagnosis.4 Currently the com-
monest organisms causing microbial aortitis are
Salmonella and Staphylococcus aureus.5
Several possible routes of bacterial invasion have
been suggested including implantation on normal or
abnormal intima, embolisation of bacteria via the vasa
vasorum, direct invasion from an extra-vascular
source and traumatic inoculation. The source of
infection in this case remains speculative but is likely
to be an occult respiratory tract infection, which
became apparent post-operatively and which left this
patient ventilated for a prolonged period.
The mortality from ruptured pneumococcal aortitis
is probably in the region of 90%.4 The management
consists of resection of the infected aneurysm/aortic
wall, distal revascularistaion and prolonged antimi-
crobial therapy.
Controversy exists regarding the optimum method
of revascularisation. The overwhelming concern is
graft infection. To overcome this both autogenous
tissue and prosthetic graft replacement have been
successfully used.6 Prosthetic grafts may be placed in
situ or in an extra-anatomic fashion (for example
axillo-bifemoral bypass) but will require prolonged
antibiotic cover. Aortic replacement with a prosthetic
graft, re-routed through an adjacent clean or debrided
route is another reasonable option. Classical teaching
suggests avoidance of primary implantation of pros-
thetic graft material in an infected or contaminated
environment due to the high risk of catastrophic graft
infection. In this particular case such implantation was
performed for several reasons: the absence of a clear
aetiology for the aortitis during the surgical procedure,
the need for a rapid procedure in view of the patient’s
unstable intra-operative course and the patient’s
young age. In hindsight this patient has had the
correct procedure as witnessed by her recovery. This
case illustrates the possibility of primary implantation
in an infected vascular environment in limited
circumstances.
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